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Program Name
Control over trainees

Total Funding

Number of Trainees

Cost Per Trainee

MANDATORY FUNDING

Medicare GME Payments

The number dfledicaresupported residents
and peresident payment amount is cappec
each hospitdiuthospitals determine staffinc
needs and types of residents with the exce
of certain primary care residents.

FY2015 (est:)
$10.3- $12.5hillion

FY2015 (est.):
85,712- 87,980 FTE (DGME) slots
85,578- 88,416 FTE (IME) slots

FY2015 (est. average):
$112,000- 129,000
per FTE

Medicaid GME Payment

States are permitted to make these payme
using their own criteria to determine which
providersre eligible for payments.

N/A.

N/A The Medicaid program does
not require states to report these
data.

N/A. The Medicaid
program does not
require states to eport
these data.

Teaching Health Centers GME
Payment Program

Funding to applicant teaching health cente
that meet the progr

FY2018:
$126.5 million (est.)

AY2016AY2017:
742 FTE slots
771 total residents trained

N/A.

DISCRETIONARY FUNDING

Veterans Affairs GME Payments

VA facilities determine their staffing needs
the number and type of residents supporte

FY2017:
$1.78 billion

AY2016AY2017:

11,000 FTE slots and

> 43,565 residents spent part of
their training ata VA facility

FY2015 (es):
$137,792/resident
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Program Name

Control over trainees Total Funding Number of Trainees Cost Per Trainee
Childrends Hospital FY2019: FY2016FY2017 N/A

Program $32%million 58 hospitals receivegayments to

Grant funding award support 7,164 FTE slots

hospitals that meet

requirements.

Department of Defense GME FY2012: FY2017: N/A

Payments $16.5 million 3,983 FTE residents

Divisions of the armed forces determine th
staffing needs and the number and type of
residents supported.

Sources: CRS analysis of agency data, including review of various agency budget justification and The Robert Graham Center
program data sourced from CMS Medicare hospital cost report data, and GAO repbytsician Workforce: HHS Needs Better
Information to Compesatsively Evaluate Graduate Medical Education (B/A0Hi@-240, 2018).

Notes : AY = Academic year; Academic year 262617 began on July 1, 2QE8d concluded on June 30, 2017. DGM#irect
graduate medical educatiosst.= estimate FTE= full time equivalentrY = fiscal yearIME= Indirect Medical Educatiohl/A = not

availableVA = the Department of Veterans Affairs
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may be aisyrbageapcodeos si mpacause the number of med
who obtain and demplkmimeaes theidemeyof the physic
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complete theiaffeké¢ésdencthey ofta@Glvehm theirnhHruauen

of residency training on the physician populatio
affect future physician supply and could be usecd

This report provides an overewi ewhedthefre dhe palr t GMRE
of federal GME support is actively wused to furtt

1U.S. Government Accountability Office (GAQHigalth Care Workforce: Comprehensive Planning by HHS Needed
to Meet NationaNeeds16-17, December 11, 201Bttp://www.gao.goproductsGAO-16-17; hereinafter GAO
Health Workforce Planning Report

2 Department of Health and Human Services, Office of the Assistant SedretRiginning and EvaluatioBuilding
the Nationds He,&Mashihgtog BC, duly @01k f or c e

3 lbid. See also, U.S. Department of Health and Human Services, Health Resources and Services Administration

(HRSA), “Shortage Desdsgwmniadnoln: SHentlad he PAroda & Medically Under
http://www.hrsa.goshortagahdex.htm| and U S. Department of Health and Human Services, Centers for Medicare

& Medicaid Servicea (CMS), “ P hy s i ¢ ihitps://mBn.oms.gotedicdreMedicareFeefor-Service
PaymentHPSAPSAPhysianBonusedhdex.html?Pedirect¥hpsapsaphysicianbonuses/

4 GAO Health Workforce Planning Report GAO used data from FY2014 for these cal
include GME obligations incurred to train certain fahysician providers (e.g., rees and allied health professionals);

however, expenses incurredtotraingpoh y s i ci an providers comprise approximately
obligations.

5 For example, one study found that more than half of physicians who complete their residency in family medicine (a
type of primary care) practice within 100 miles of where they trained. See E. Blake FagafVigedtjon After

Family Medicine Residenc¥6% of Graduates Practices Within 100 Miles of Trairiidgnerican Family Physician

vol. 88, no. 10 (November 15, 2013), p. 704.
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Selected GME Definitions

Medical Resident: An individual who has completed medical school and is in training to become a licensed
physician. Residents generally train in a specialty for three to five years (although some specialties require
preliminary year of genekanedical training before specialty training commences). Obtaining a medical residg
competitive; medical students in their final year apply to residency programs in a particular location and spe
Medical residents are paid a salary during sy, but this salary is generally a fraction of what they will earn
after completing their residency.

Primary Care Residents: Generally refers to physicians who are in training in family medicine, internal
medicine, and pediatrics. Other definitions naso include geriatrics and obstetrics and gynecology.

Specialty Residents: Physicians who are in training in, a medical specialty that is not considered primary c:
(e.g., anesthesiology).

8 Ibid.
‘For example, Medicare’s GME p abasedtminingofdentists padiatdstse d t o
nurses, and some allied health professionals.

8 GAO, Graduate Medical Education: Trends in Training and Student Ded88R, May 4, 2009; hereinaft€sAO
GME Report

couta

ederal ©ptroo gsruapnpso ruts ep fGgMEnce nan fegaholwepreovi d
eport focuses oHdTo e Itihee tsread ntim gp roaf ¢ tpiheyes

1 @ Qiknldyi vi dual residactladwearge aiprprtoxd immait g,y
mwesdi cal school graduates who have completed
r trainitHEgSeéeam @e Lt litoonxss Mo pGMEn f i n is

place in hospitals that sponsor

aetniseurrte Itchaad mewsesdseanrtys twa [ I recei
y (see text box). During their

training requirement sacvcarreyd ibtyJ3 nsgp ebcoi dail et

°Sarah E. Brotherton and Syl via -201 Jourialofthe Ametican Medicalt ¢ Me di c al

Associationvol. 318, no. 23 (December 19, 2017), pp. 236887.
10 |pid.
11 GAO GME Report

12The Accreditation Council for Graduate Medical Education (ACGME) accredits the majority of residency programs;
the remaining progms are accredited by the American Osteopathic Association (AOA). The two organizations are

transitioning to a single accreditatiApproyseideBRroFeams$Si'ngtl

http//www.acgme.orgicgmeweb/l n A CGME’ s Ac a d2018 Databook, they repoftetl dccrediting a
total of 11,214 programs (some programs may still be accredited by the AOA and some programs may be jointly
accredited). They reported that the numbexanfredited programs is increasing, but that this increase is primarily
driven by programs formerly accredited by AOA seeking ACGME accreditation. AC®slia, Resource Book:
Academic Year 2012018 Chicago, IL, 2018, pp. 112.
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Fellows: Physicians who have completed an initial residencyinmapy care or a specialty and are pursuing
additional specialty training. For example, an internal medicine resident who pursues additional training in
cardiology would be considered to be a cardiology fellow.

Initial Residency Period (IRP): The minimunmumber of years required for a resident to become board
eligible in the specialty in which the resident first begins training. The IRP for a specialty is based on the mi
accredited length of a residency program, as determined by the AccreditationddonGraduate Medical
Education (ACGME) and the American Osteopathic Association (AQ&A)e e al so entry f o
Programéd) .

Board -Eligible: A physician who has completed the requirements for admission to a medical specialty boar
has not pased the required board examination. For example, a resident must complete-yle@s of training in
an internal medicine residency program to be eligible for certification by the American Board of Internal Me

Teaching Hospital : A hospital that ofrs one or more accredited residency (or fellowship) programs; and is
therefore, eligible to receive GME payments from federal programs. Teaching hospitals are often affiliated |
medical school.

Accredited Program: A residency or fellowship progranhat meets certain standards set by the accrediting
body (ACGME or the AOA). The two systems are merging to create a single accreditation system that shoy
fully in effect in 2020.

Academic Year (AY): The year beginning July 1when residents eitherrbéagiir training or move up to the
next year within their training. For exampl&yY2018-AY2019began on July 1, 28 Andwill end on June 30, 2019

SourcessAssociation of American Medi cal @tps/lwevgaamc.orgd
download688064atafoad-doctor.pdf Associ ation of American Medica
Graduate Medical Education: What Every Medical Studest,iRd e n t , and Advisor Ne
https://members.aamc.osyeblipload/
Medicare%20Payments%20for%20Graduate%20Medical%20Bet2a#013.pdAmerican Association of
Collegeso f Ost eopathic Medi ci ne http:dwsviv.aagdmergidwsandegettssinglet i
gmeMedi care Payment Aldne RReport toCongress: fmproving ldcentives in the
Medicare ProgramChapter 1, ahttp://www.medpac.godbcumentsieports/Jun09_Ch01.pdfrsnH; and 42
U.S.C. 23I=1(f)(2).

13 Federal funds are notatonly source available for GME. For example, state and local govescositd pay for

Federal Role in GME

The federal government makes significant investr
progthmsFY2012, the last year of data available
the federal government spent an estimated $15 bi
investment in théMbealtbcentedawdaldfagmmlagz e<GdMEby G/
programs administered by the Department of Healdt
Department of Veterans Affairs (VA) spent $14.5
anal yze Department of Defenseh&GMhBospendcagt Hhseas
total federal GME esti@AQOe foUhlwghhhhgaovi d@®hé@nte st
health workforce funding was for GME; with Medic

GME and hospitals could use their revenue for GME. Data are not available on the full amount expended for GME

(i.e., no data exist that aggregate the cost paid for Givtee federal government and other payers).

14 Committee on the Governance and Financing of Graduate Medical Education; Board on Health Care Services;
Institute of MedicineGr aduat e Medi cal Education TddalilEdelreonadd t he Nati ono:

Berwick, and Gail Wilensky (Washington, DC: National Academies Press, 2014); herei2@f#eiOM GME Report

and GAO,Health Care Workforce: Federally Funded Training Programs in Fiscal Year, 28209R, August 15,

2013; hereinaéir, GAO Health Care Workforce Repofth e 1T OM’ s est i mates are for

physici a

fellowship training.This report uses data from multiple years because more recent data are available for some, but not

all, GME programs.
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15 GAO Health Care Workfore Reporgp. 5.
16 GAO Health Workforce Planning Report.

17 Generally, the federal government leaves the content of training to the accrediting bodies. However, federal advisory
groups have made recommendations on topics to add to training, and the fedemaingnt awards grants for certain

types of training experiences. As examples, the Council on Graduate Medical Education (COGME) has recommended
that medical residents learn how to work in a medical home model (see, for example, CU@&NRBle of Graduat

Medical Education in the New Health Care Paradjgiwenty Second Report, Rockville, MD, November 2014,
http://www.hrsa.goddvisorycommitteebhpradvisorydogmeReports22report.pdf, and HRSA awards grants for

training in geriatrics (selettp://bhpr.hrsa.gogtantsgeriatricsalliedhealtiidex.htm).

18 The Medicare Payment Adsory Commission (MedPAC) June 20B@port to Congress: Improving Incentives in

the Medicare ProgranChapter 1, abttp://www.medpac.goehaptersJun09_Ch01.pghherenafter2009 MedPAC

Repat. GAO also noted that Medicare’s support of GME was not
the oversight and infrastructure to track the outcome of its GME investmen@GAs§keélealth Workforce Planning

Report

19 Estimates based on CRS analysis of FY2015 Medicare hospital cost report data as reported to the CMS Healthcare
Cost Report Information System; figures reported by GRKYsician Workforce: HHS Needs Better Information to
Comprehensively Evaluate Gradudtiedical Education FundingsAO-18-240, 2018, p. 5thttps://www.gao.gov/
assets/00690581.pdfherein after, GAO 2018 GME Information; and CRS analysis of Medicare costbesed

data publisheé by The Robert Graham Centkttps://www.grahartenter.orgigc/mapsdatatoolsdatatables/

gme.html Al s o, see “Different Est i nFast”’e sdiosfc uMdedidaréha rdiem c G NhEe nP“a y me 1
of this report.
®For more information on Medicare GBiBnofthisméports, see “Medicar
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support, unless done 1in a way that 1s directive,;
hospitals in specific gevgrfiphdcraeastcdeneytpogiir
specialwtomdd not address identified workforce 1is:
areas or practGAOngl poifinchwmd htaltahte rael are incentin:
Medicare and other programs to increase training
advantag? of the

GME Policy and Health Workfor

The federal government s uppoojretcst iwonrsk foofr cfeu tduartea nc
addition, researchers and advoZ@®Suchk dadtso arod 1 ect
necessary 1inpubtust faorre GME psoulfifciyci ent . Deter mi nin
is inherently challenging because training a ne:yv
to change the physician workforce through c¢change
goadhitial data to project the future need for p!

21 GAO, Physician Workforce: Locations and Types of Graduate Training Were Largely Unchanged, and Federal
Efforts May Not Be Sufficient to Meet Neeti5411, May 25, 2017.

2Bar bar a @ the TWaching Health Center Graduate MadEducation Program a Model for GME
Reform? Journal of Graduate Medical Education, vol. 10, no. 2 (April 2018), pp1685

BEdward SalW®bS8rgResidétnegcy“Training Before Jaundlofthé t er the 19
American Medial Associationvol. 300, no. 10 (September 10, 2008), pp. 11740.

24 For example, the Association of American Medical Colleges (AAMC), the organization that represents medical

schools and teaching hospitals, has argued that the Medicare GME cajprisrtatrto medical training and leads to

geographic and specialty shortages. SedMAA, “ Me di car e Re 9 ih@ps:hwmwvw.damaorgf s ( * Cap s’
advocacygme/71178gme_gme0012.htin

25 For example, in the 1¥5Congress, legislation has been introduced that would expand Medicare GME support, see,

for exampleH.R. 2267 S. 1301 H.R. 284andH.R. 6056

%3ee, for example, discussion in Edward S. Salsberg, “Is t
Recommendations of the Institute of Medicine Committee on the Governance and Financing of Graduate Medical
E d u ¢ a Adademic Medicinevol. 90, no9 (September 2015), pp-5L

2T GAO, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

28 See, for example, National Center for Health Workforce Analysis, HR&ibution of U.S. Health Care

Providers Residing in Rural and Urban Are&ockville, MD, October 201ttp://bhpr.hrsa.gotealthworkforce/
supplydemandichwafactshaepdf. In addition, private organizations such as the American Medical Association collect
data on the number of physicians.
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PHRSA, Bureau of Health Workforce, Health Workforce Analys:
Care Practitioners Thwog h 202 0 : I n B r iht#pfi/bhpr.hrsacgeneatittwerkforcedwpplygiemand/
usworkforceprimarycarehdex.html

30 CRS In Focus IF10322Jedicaid Primer

31 Congressional Budget OfficRepealing the Individual Health Insurance Mandate: An Updated Estimate
Washington, DC, November 201tps://www.cbo.gosystemfilesXile=115th-congress20172018feportsb3306
individualmandate.pdind Congressional Budget Offidéederal Subsidies for Insurance Coverage for PeoplerUnde
Age 65: 2018 to 2028, May 2018ttps://www.cbo.gowystemfiles/115thcongress20172018feportsb3826
healthinsurancecoverage.pdf

2HRSA, Bureau of Health Workforce, Health Workforce Analys;
Care Practitioners Thr ou ghitp:/blipehisa.gohealthidikforeefupplydemand/ e mber 201 3,
usworkforceprimarycarehdex.html

33 Tim Dall et al.,2017 Update: The Complexities of Physician@yjand Demand: Projections from 2015 to 2020
IHS Markit Prepared for the Association of American Medical Colleges, Final Report, Washington, DC, February 28,
2017.

34 David I. Auerbach et alNew Approaches for Delivering Primary Care Could Reduce Predliehysician
Shortages, Research HighlighiRand Corporation, Research Briefs RB9752, 261tf;//www.rand.orgdubs/
research_brief®B9752.html
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Medicare

Medicare is by far t he*Meadrigceasrte sboeugracne soufp pME isnugr
the rmmo gvas enacted tiant eld9 6t5h.a t Coendgurceastsi onal acti vi

35In FY2017,therewere 6,900 arehs s i gnat ed as having a primary care shortag
FY2017-Na t i ohiips://data.hrsa.godétafact-sheets

36 GAO, Locations and Types of Graduate Training Were Largely dnghd, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

37 See for example, simulations undertaken using the FutureDocs Forecasting tool. Emily K. Tierney et al.,
FutureDocs: Nation Has Enough Physicians to Meet the Nat®werall Needd For Now. Distribution to Worsen

The Cecil C. Sheps Center for Health Services Research, The University of North Carolina at Chapel Hill, Issue Brief
#1, Chapel HIll, NC, April 26, 2017.

38 This uncertainty was one of the major reasons tieat®M did not recommend increasing the amount of GME

funding; se€014 IOM GME ReporOt her s have also argued that because not al
Medicaid expansion, more local projections may be required because the need for pghiaicdaither health

services) varies by area. See Rob Cunningl@imallenges of Forecasting Physician Workforce Needs Amid Delivery

System TransformatipiNational Health Policy Forum, Issue Brief No. 851, Washington, DC, September 29, 2015.

39 GAO, HealthCare Workforce: Comprehensive Planning by HHS Needed to Meet National Mé&ds December
11, 2015http://lwww.gao.goydroductsGAO-16-17 and GAO 2018 GME Information.

40 For exampleseeCRS RepdarR43571 Federal Student Loan Forgiveness and Loan Repayment ProgaadGRS
Report R44970The National Health Service Corps

41 GAO Health Workfore Planning ReporfThis estimate includes support for other health professions beyond
physicians; however, support for physicians is the largest component of GME.

42 TheMedicareprogram is a federal program that pays for covered health care servigeslfied beneficiaries.
Medicare beneficiaries aradividuals aged 65 and over, individuals receiving Social Security Disability Insurance
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Different Estimates of Medicare GME Payments and FTEs

CMS does not publish estimates of Medicare GME payments and the FTEs supported by such payments. 1
estimates presented in this pert are from nonCMS sources, including CRS. Estimates included in this repor
calculated using CM&ublished cost report data. However, the estimates in this report differ by source. And t
differencesare due to both known and unknown variationstire purpose and methodology used to calculate
these estimates. For example, some of the difference between the GAO and CRS estimates is due to the k
hospitals included in the analysis (e.g., CRS excluded Inpatient Psychiatric Facilities (IRpajiemd
Rehabilitation Facilities (IRFs), GAO included these types of hospitals). However, even when accounting fo
methodological decisions, estimates sliffered CRS was unable to determine all of the reasons for the
differencedn estimates.

The rangs contained in this reporteire based on three estimates of FY2015 Medicare GME payraedt§TES
One estimate is calculatezhd publishetty GAO using CMS datgsee GAG18-240, 2018https://www.gao.gov/
assets700690581.pdf A second estimate is based on CRS calculation of GME data published by the Rober
Graham Center, a policy research center that provides analysis for physicians and the American Academy
Family Physicianhe Graham Center publishes Medicare GME paymaed FTE data tables by hospftal each
fiscal year; thisdataamour ced fr om CMSO6s MElHe thirdeastenate iv caltulateceby OR:
using CM$ublished hospital cost report datfiable 1 containsthe three dollar and FTEstimatesand Table
B-1inAppendixB cont ai ns the ranges based on these thre

CMS has not traditionally cohsesipgdbhysdc®ans wotkfor
Speci fixcalplty.,f or rseogmei rsetraetnuttsorrye 1 a“t edi s 8rt hat ade
GME sfloort spr i mafrorpams el pngopul a€MB gengrabhycdace

benefits, and individuals with erglage renal disease (i.e., permanent kidney failkm)more information on th
Medicare Program, s€eRS Report R4042%/edicare Primer

43U.S. Congress, House Committee on Ways and M&awsal Security Amendments of 1988" Cong., F sess.,
March 29, 1965, House Report Nt13 (Washington: GPO, 1965), p. 32.

44 This range is based on three estimates of FY2015 Medicare GME payments. One estimate is calculated and

published by GAO (GAEL8-240, 2018https://www.gao.godssets/00690581.pdf. A second estimate is based on

CRS calculation of GME payment data published by the Robert Graham Center, a policy research center that provides

analysis for physicians and the American Academy of Family Physicians. A thirdtessnsalculated by CRS using

CMS-published hospital cost report daGRS analyzed FY2015 Medicare hospital cost report data as reported to

CMS’s Healthcare Cost Report Information System. This figu
paymentadjustments for psychiatric hospitals and rehabilitation hospitals that operate teaching programs since the bulk

of Medicare GME payments and the Medicare GME policies described in this report apply to general acute care

hospitals that are paid under thedlicare inpatient prospective payment system (IPPS).

4%SeeTheGr aham Center, “GME Table User Hhitpsi/dewgrmath Frequently As
center.orgtontenttlamigc/documentshapsdatatoolsgme_teaching_hospitalBMEtablesuserguide.pdf
®Me dPAC, in its 2009 report, noted that despite Medicare’ |

affect changes in medical education or the workforce. See MedPAC 2009, pp. 19.

Congressional Research Service R44376 - VERSION 9 - UPDATED 8



Federal Support for Graduate Medical Education: An Overview

direct hospitopls t©od frenidemstrsd atimaigqnyi ng be 1in sp
geographidd caraegas ,t heer cont #Rat &EMStorlaliencitnsg spormeg rGaVil
related information from hospitals oamdswmsres 1t f
hospitals are paid accordifM$ deoe GMEotstudsatteli @ nic
t evaluate i1its GME investment or to other wise ¢
wor kf® r ce

The Medicare GME Cap

MedisaGME supporotpemmaded niwhadd yMedicare would pa
FTE residents that hospitals trained. In 1997, I
consensus statement arguing that the United Stat

physiacnida rse commending |l imiting federal funding o
number of graduates of *ACeocnrgerdeistse de nlh.cSt.e dmetdhiec aBla Is
Act ofilP.119.83B,0 5which | BsmiGMBBoMedhoapetals would re.
and I ME support only for the number of allopathi
training in 1996; in other wosr dosf, tehaec hn vhnobsepri tcafl
positiong Medslatrse® twoharl d fund.

Sl ots may be occupied by residents or fellows. S
resident or fellow because residents or fellows
facilities, or doing research. During these time
hospital. Residents may not be counted simultane

progrtrlams.

Thicsa’pn the number of FTE recaldeumtst Mddf onreaowhdl
hos piHtoawle ver, the eMpdisanetpabwvolaseGME funding
that previously did-—=w®att hkavaewd yi comaesyt rprcd gda thso
hospitals that devehotgtheneWME rcaamiinsg mato gaogalmsul at
implemented until thif n¥Swynt e cthhien gMepdriocgarraemsc a p w

47U.S.C. 8395ww(h) Generally, the federal government leaves the content of training to the accrediting bodies.
However, federal advisory groups have made recommendationsios ttmpdd to training, and the federal government
awards grants for certain types of training experiences. As examples, the COGME has recommended that medical
residents learn how to work in a medical home model (see, for example, CO®GRRple of Gradua Medical
Education in the New Health Care Paradigfiwenty Second Report, Rockville, MD, November 2014,
http://www.hrsa.goddvisorycommitteebhpradvisory¢ogmeReports22report.pdf, and the HRSA awards grants for
training in geriatrics (sekttp://bhpr.hrsa.gogtantsgeriatricsalliedhealtiidex.htm).Seealso,GAO Health

Workforce Planning Report.

48 CMS gathers resident and specialty data from teaching hospitals using the Intern and Resident Information System
(IRIS). SeeGAO 2018 GME Information

49 AAMC, Medical Education and Residency Issugsnsensus Statement on Bisian Workforce, March 3, 1997.

50 The Medicare allopathic and osteopathic resident limit does not apply to critical access hospitals (small rural
hospitals with no more than 25 inpatient beds), which are reimbursed for GME based on 101% of the reastmable
incurred.

51 AAMC, Medicare Payments for Graduate Medical Education: What Every Medical Student, Resident, and Advisor
Needs to KnowJanuary 2013.

52The Medicare cap does not preclimspitalsfrom training residents beyond the FTE slots cappade Medicare
based on 1996 levels using other funding

53 The Medicare cap for new residency training programs is based on the sum of the products of the highest number of

FTE residents in any program year duwndithe gumbehofyedisiinft h year of
which residents are expected to complete the program based on the minimum accredited length for each type of

program. For more information on the cap for nealgated training programs, see 42 CFR 413.79(e).
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. Estimates of Me dicare Graduate Medical Education Payments and FTEs
Supported, FY2015
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Medicare GME Payments Medicare GME FTEs

DGME IME

residency

numb-Medbpfaressdentss

he 2
s 1 ¢
for

91 mpdodsiet iloonw e rMecdoiscta rbeu r

X a mp
ot s,

Source

DGME

IME

Total

CRS

$3,682,896,679

$7,380,498,587

$11,063,395,226

85,712

85,578

GAO

Graham Center

$3,709,961,953
$3,722,246,061

$6,624,556,072
$8,738,082,792

$10,334,518,025
$12,460,328,853

87,980

111,160

88,416

(only presented aa total)

Sources: CRS analysis ¢1¥2015 Medicare hospital cost report data as reported to BbSHealthcare Cost
Report Information Systenfigures published b$AO, Physician Workforce: HHS Needs Better Information to
Comprehensively Evaluate Graduate Medical EducatioFAM@iBe240, 2018),https://www.gao.goassets/
700690581 .pdfand CRalculation usiniyledicare GME data published Blye Robert Graham Center,
https://www.grahartenter.orgfgcimapsdatatools/datatablesgme.htmlTh e Gr aham ¢testategr 0 s
that the GME data table they publish is sourced from CMS cost report data.

Notes: The differences in dollar and FTE estimates between the three sources in this table are due to both
known and unknown variations in the purpose and methodology used to calculate these estioagdditional
information, eed0 Di f f er ent EcsatriemaGME Poafy niettit O¥lediaansédsectorm dt thi®
report.

FTEs= FullTime Equivalents; GMEGraduate Medical Education; DGMBDirect Graduate Medical Education;
IME= Indirect Medical Education; CRSCongressional Research Service; GAGovernment Accountability
Office.

a. DGME and IME FTEs are not unduplicated, therefore, a total is not included.
Medicare DGME Payments

I'n F Y2 OMe5Xpircoavr§edl &b@i8l 1 i on 1 n
supportimng 8aSp,pPrlobx irnea¥tMedikynd asr. €

DGME payments to
DGME payment s

54 Edward Salsberg all., “U.S. Residency Training Before and After the 1997 Balanced BudgétJactnal of the
Anerican Medical Associatigrvol. 300, no. 10 (September 10, 2008), pp. 11780 andSAO, Locations and Types
of Graduate Training Were Largely Unchanged, ardi€ral Efforts May Not Be Sufficient to Meet Ne&&kO-17-
411, May 25, 2017.

Bar bar a the Taching Health Center Graduate Medical Education Program a Model for GME
Reform? Journal of Graduate Medical Educatipwol. 10, no. 2 (April 2018)pp. 165167.

56 For example, GAO estimates that under the Adi#horized, onéime redistribution of unused slots, 599 unused
IME and 692 unused DGME resident FTEs were transferred to approximately 51 other hospitals, effective July 1, 2011.

For more information about Medicare GME slot redistribution programstsee t ps : / / WwWW. ¢ ms
Me di Me d e & a-f eSre r WwPiacyemdAat t/ e [ n p PEMEmh P S/

57 These figures reflect CR&lculated estimates. For additional information about different sources of GME payments
and FTE s Different Estimatesof Medicare GME Payments and PFTES ¢ x t ®™Medicard ns ¢ bei & n
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this report, and’able 1 andTable B-1 in Appendix B.

58 Some operators of GME programs contend that DGME costs are too low and do not reflect the direct eosts that

hospital incurs when operating a residency progfean.example, one hospital president estimated that DGME was

nearly $40,000 too low peesident peyear and that IME payments were used to (among other things) offset the

DGME underpayment. See Marc L. Bloofgraduate Medical Educationipstitute of Med ¢ i ne, “Under st anding
Costs and Financing of GME, ” httgd/ienhnatiopalacademiesior@hedelbites/ e mber 2 0,
Activity%20FilesWWorkforceGMEGovFinance012DEC-19/Boom.pdf The AAMC also analyzed FY2009 Medicare

hospitalcost reports and noted that DGME payments reimbursed less thauaner of the total direct costs incurred

by the teaching hodail. See U.S. Congress, Senate Committee on Health, Education, Labor, and Pensions,

Subcommittee on Primary Health and Agi@, Million New Patients and 11 Months to Go: Who Will Provide Their

Primary Care? Statement for the Record by the AssociatioAmierican Medical Colleges, 19€ong., ¥ sess.,

January 29, 2013, p.2.

59 Following the enactment of the Consolidated Omnibus Budget Reconciliation Act ofA.989%272), Medicare

DGME payments would notbeopenrn d ed but based on the hospital’s DGME cos't
hospitals), updated for inflation each ydéa hospital did not have an approved medical residency training program or

did not paticipate in Medicare during the base period, therpers i dent amount is established ba
during the first year that the hospital participates in Medicare and the residents who are on duty during the first month

of that period.

60 The 14% reduction for inpatient days associated with beneficiaries enrolled in Medicare Part C reflects Medicare
expenditures that are carved out to make payments to hospitals operating approved nursing or allied health education
programs. The nursing andiall health education program and funding mechanisrawgh®rized by section 541(b) of

the Medicare, Medicaid, and SCHIP Balanced Budget Refinement Act of P999106113).
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Figure 1. Medicare DGME Payment Formula

DGME _ Total Approved X Medicare
Payment - DGME Amount Patient Load
Adjusted p Medicare Medicare
Rolling Resizrent Part A Part C
Average | X A Inpatient Days Inpatient Days
FTE Count mount e 7 X 86%
Total Inpatient Total Inpatient
Days Days

Sources: CRS analysis of Title XVIII of the Social Security Act (SSA) and relevant regulations.
Note: The adjusted rolling average FTE count is subject to the GME cap.
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61 These figures reflect CR&lculated estimates. For additional information about different sources of GME payments
and F TE s Differert Estimatesof Medicare GME Payments and PTES ¢ xt Medicard ns ¢ bei §n o f
this report, and’able 1 andTable B-1 in Appendix B.

62|n contrast to research theuggests DGME payments dot adequately cover direct cod4edPAC, among others,
contends that IME payments are too high and estimates that IME payments are nearly twice the amount that can be
empirically justifiedFor more information, see MedPAReport to the Congress: MediePayment PolicyMarch

2007, p.45http://www.medpac.godocumentseportsMar07_Ch02a.pd&fvrsn=0 and MedPACReport to the

Congress: Medicare Payment Policy, March 2Mit6p://www.medpac.godocstiefaultsourcefeportsinarch-2016
reportto-the-congressnedicarepaymenipolicy.pdfafvrsn=0.

63 See Section 1886(d)(5)(B) of the Social Security Act.

64 Medicare IPPS payments consist of two components, one covers hospital operatingGossly labor and
supply costs-the othe covers capital costs such as costs for depreciation, interest, rent, and melpgrtyinsurance
and taxes.
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IME operating adjustment formula. The addition c
I PPS oper atpadg sacnhda rcgaep iptaaylme nt s '8 md Mt paym€f he st s

Figure 2. Medicare IME Operating and Capital Adjustment Formulas

IME Operatin IME Capital
F'u:ljl.ll:f':ltrnu~=.'r‘|'t{3 = 135 x ((1+RB)***-1) Adjustrﬁent = (eP¥IxRAX_7)

Sources: CRS analysis of Title XVIII and relevant regulations.

Notes: IRB= an intern and residento-bed (IRB) ratio and RADG residentsto-average daily census ratio.
Both the IRB and RADC are subject to the GME cap. Other limits and restrictions to the formula may apply.
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Data for Medi csaiadr eGMHE npiatyemde.n tCMS began collectin
Medicaid GME payments made through the-6BFS del i
da®@t her information about Medicaid GME payments
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65 Medicaid is a meantested entitlement program that finances the delivery of primary and acute medical services, as
well as longterm service and supports. For more information about the Medicaid prograr@Rgdreport R43357,
Medicaid: An Overview

66 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASifite SurveyAAMC, 2016.

67 While no federal guidance speaks to Medicaid GME payments, federal regulations specify upper paitsient
(UPLs)for Medicaid payments to hospitaishich prohibit using federal matching funds for Medicaidffareservice
payments in excess of wihaould have been paid undeledicare payment principles (42 C.F.R. 447.272). Also, states
are allowed to include Medicaid GME payments in managed care capitation payments (42 C.F.R. 438.6).

68 Under the fedor-service delivery system, health care provsdare paid by the state Medicaid program for each
service provided to a Medicaid enrollee. Under the managed care delivery system, Medicaid enrollees get most or all of
their services through an organization under contract with the state.

69 States submihe CMS64 form to the Centers for Medicare & Medicaid Services on a quarterly basis, and the CMS
64 form is a statement of expenditures for which states are entitled to federal Medicaid matching funds. States are
required to provide supporting documerdatfor total Medicaid expenditures.

70 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASifite SurveyAAMC, 2016.

"L GAO, Physician Workforce HHS Needs Better Information to Comprehensively Evaluate Graduate Medicall
Education FundingGAO-18-240, March 2018.
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Tabdsehows the information about Medicaid GME pay
similar timeframe (i.e., feder@dThef iGMdatyazar 20
repoonk¥dS GME payments, while the AAMC and GAO d
ppoyments including both FEFFS and managed care pay

Table 2. Medicaid GME Payments Data from Different Sources

Num ber of States with Medicaid Amount of Medicaid
GME Payments GME Payments
Managed Managed

Source FFS Care Total FFS Care Total
CMS-64 Data (FY2015) 2 31 states NA 31 states $1.6 billion NA NA
AAMC Medicaid Survey 41 states 26 states 43 states NA NA $4.3 billion
(SFY2015) b
GAO GME R eport 44 states 20 states 45 states NA NA $4.2 billion

(SFY2015) ¢

Sources: Congressional Research Service (CRS) analysis of Centers for Medicare & Medicaid Services, FY2015
CMS64 data, as of December 1, 2016; Tim M. Henderddadicaid Graduate Medical Education Payments: A 50
State Survegssociation of American Medical Colisg 2016; and U.S. Government Accountability Office,
Physician Workforce HHS Needs Better Information to Comprehensively Evaluate Graduate Medical Education Funding
GAO-18-240, March 2018.
Notes: The District of Columbia is counted as a state. The amowfit& ME payments are total funds, which
include both the federal and state share of the Medicaid GME payments.
AAMC = Association of American Medical Colleges; FFS =fétegervice; FY = Fiscal year; GAO =
Government Accountability Office; NA = Not avalblle; SFY = State fiscal year
a. Forthe CMS64 data, the Medicaid GME payments made through managed care are not disaggregated from
the total managed care expenditures.
b. Six states have AAM@stimated payment amounts or reported data from a different sfestal year. Also,
six states were unable to report Medicaid GME payments made through FFS versus payments made through
managed care, but were able to report a total Medicaid GME payment amount
c. Seventeen states were either (1) unable to report exact paytramounts and only provided estimates or
(2) unable to report any estimate of Medicaid GME payments. States reported the GME data for different
timeframes with 39 stateeporting data for SFY2015, four states repiorg data for the 2015 calendar year,
and two states reporingdata for FY2015.

With respect to the number oTfabdtscho ws twhe¢ hAMMAi c a
and OGAurveys r1e rted a similar numbwirt hof st ate:
AAMC reporting

p o
43 states for SFY20THhe a®6MS GAO r e
data differed from the AAMC
hea
t a

¢
and GAO data because
uded 1 nformation aboc
1 and 44° states, T es

GME payment-64 @ CMB8ly incl
AAMC and GAO da reported 4

72 For most states, the state fiscal year begins on July 1 and ends on June 30 of the following calendar year, whereas a
federal fiscal year begins on October 1 and ends on September 30 of the following calendar year.

73 Under riskbased managed care, states contract with managed care organizations (MCOs), which are private health
insurers States usually pay the MCOs on a capitated basis, which means the states prospectively pay the MCOs a fixed
monthly rate per enrollee to provide arrange for most health care services.

74 Tim M. HendersonMedicaid Graduate Medical Education Payments: ASiate SurveyAAMC, 2016; and GAO

2018 GME Information.

S CMS, FY2015 CM$64 data, as of December 1, 2016.
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The Medicaid GME payments (includingtheth the FI
AAMC and GAO sur,weyh HNAME semotarng $4.3 billior
payments for SFY2015 and GAO®reporting $4.2 bill
The $1.6 billion in FS Medi ct@d dd aGtMeE fpary meYh2 G 1 X e
somewhetr hhgh the $1.4 billion in FFS Medicaid (
survey for SFY20 164 rHeopvervtesr ,3 It hset aCtMSs , and t he A
states with FFS GME payments.

AAMC and GAO provided addit i obEn apla yimmefnotrsmatthiaotn iasb c
included -664n dahtea CMSor 1instance, both sources hav
Medicaid GME payments were calculated. Some stat
similar method, whdt kbeideht¢r patgamee o nu'ss disth atregaeth i n
of total Medicaid rev@Auftsew stosttess pai daad ifeinkte d c
Medicaid™®discharge.

AAMC and GAO reported information about the type
paymentsstMoes supported training programs for j
supported training programs for other health prc
physician assistants, dentist?®, podiatrists, anc
GAO collected informaaten aMevdainhcdacild thME ipvai tmeerst s
support, which include the salaries and benefits
the training program, and indirect medical educa

Depart ment of Veterans Affairs ( VA)

Training heal t-hi nccalrued ipnrge-ifpehsypsd indnsaad i $¢ ¢ het ¥ Ay mi s s i
It does so to provide an adequate suplpdayl of heal
sys B2Em. gener aalp p reoaxcihmayteealry 43, 000 individual phy
clinical traininglbyUWAafoutnadteidn gp htyhsriocuigahn aFbToku tr e s i d
at VA medi&%lanl HFY2017,t itetlse VA spent approximately
was 80% of all VA stipend STphpoVA €otrtimidiascanl
$0.89 billion in direct GME costs and the same a

76 Tim M. HendersonMedicaid Gradate Medical Education Payments: A-5@ate SurveyAAMC, 2016; and GAO
2018 GME Information.

TCMS, FY2015 CM$64 data, as of December 1, 2016; Tim M. Henderstticaid Graduate Medical Education
Payments: A 5@tate SurveyAAMC, 2016.

8 Tim M. Hendersa, Medicaid Graduate Medical Education Payments: AJiate SurveyAAMC, 2016; and GAO
2018 GME Information.

Tim M. HendersonMedicaid Graduate Medical Education Payments: ASiite SurveyAAMC, 2016.

80 Tim M. HendersonMedicaid Graduate Medical Edation Payments: A 58tate SurveyAAMC, 2016; and GAO
2018 GME Information.

81 GAO 2018 GME Information
8238 U.S.C. §7302.

83 Data provided by Department of Veterans Affairs, Veterans Health Administration, Office of Academic Affiliations,
personal commuication with CRS on August 4, 2018.

84 1bid.
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and an estimated $138, 000 peredHiTBTrree s(iachedn to,t hwehi c
programs) amount® spent per resident

Generally, the VA does not operate its own GME »p
that medical residents see a diverse population
t hr ougehioru tt rtahi ni nsg, p awthiiectht tthep WlAati on generally «
the VA partners with teaching htorsapiintianlgs ,p raongdr arness
rotate to a VA medica®¥Abbadci 1919¢%y GHB oVArn a me r a 0 d
sponsored by #dThdeMAcesafimhiaeaseshat it partners
accredited programs in 80 ®Whfefne rtehnet VsAp @a@ird Inteir &'s
teaching hospital thatshpresattebe acosetss deficfya puloft
when the residents are training at the VA medica
VA facility, they are not counted for the purpos
using Med)i.calthi sf upnedrsmi t s hospitals to train addi
FTE cap to account for the time that residents e
t hVeA

Unlike Medicare and Medicaid, thrai A daoneds wchoenrter o
residents are located. Each VA medical facility
programs it partners wi®Ab academic¢,afhel VAtkss td
residents it traiondracdk mwhlkdeheattideadmptphysician ]
residency tr®aining at the VA.

The Veterans Access, ChoicPe, L. 4d3ddeamnpngbility
ot her, tihimlgsded a requirement for the VA to expa
to 1,500 positions in primpryocatyg, ameasaflfohethdet
period of Haowevegr,atrbabsefilieMt]l yer and Richard
Health Care and Ben2KlPh {(.-I1 P ¥oeondedtt Acs of me pe
be -ylebars (i 2F.e, MAo ihG2X4)ds to allocate Tthhies new 1 e
expansion began in academic year (AY) 2015, when
largest number of positions were from5SpB8imary ca
posit??’ors)Jions were allocated to 82 facilities i
facilities in the District of Columbia and Puert
85 |bid.

86 The VA may only reimburse an affiliate to cover the cost fordbeationthat amedicalresident serves in a VA
medical facility(Department of Veterans Affairs Veterans Health Administrafibursement Agreement Procedures
for Physician and Dentist ResideslA HANDBOOK 1400.05 August 14, 205

87 TheVA is affiliated with 144 of 14%allopathic medical schoo(#1Ds) andall osteopathienedical schod (DOSs).

Data iscurrent foracademicyear 20162017andmaychangerom year to year. Residency positions do not actually
match with VA medical facilities. They match at programs that include the VA medical facility as a participating site.
See als@CRS Report R43587he Veterans Health Administration and Medical Education: In Brief

88 Data provided by Department of Veterans Affairs, Veterans Health Administration, Office of Academic Affiliations,
personal communication with CRS on August 4120

89 Department of Veterans Affairs, Veterans Health Administralithih Handbook1400.01, December 19, 2012.
90 |bid.

91 CRS Report R43704/eterans Access, Choice, and Accountability Act of 2014 G230; P.L. 113146), by Sidath
Viranga Panangala et aP.L. 114315 and 38 U.S.C. §7302 note.

92 The VA can support partial positions because residents undertakeaonbf their training at the VA. (Department
of Veterans Affairs, Office of Congressional and Legislative Affaisial communication, July 1, 2015.)
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204.3 allocat e d®Tpoo ssiutpidoennst sweersen ifniilnlge db.e gi nning i
allocated 167.99 new VA positions and 175.2 posi
AY2017, for a-yemmulatalvVeofhsHtdd.41. The largest n
from intceirnnea l( InPeld.i42) and psychiatry (P17.17). P

The recently enacted John S. McCain III, Daniel
Maintaining Internal Systems and Str e¢onrgetthheni ng I
“VA MI SSTONOWR.tL olfShAd icl uded a provision to establ

n

program for GME Phhanprogramehlasarceaseynéwbeen i
pilot program will create the medical residency
Choice, and Accountability Act (38 U.S.C.§ 7302
Service, or by Indian tTh icheerst,®m OO@RGE)mdillyi tqu.,a ldrf
another facility that the VA Secretary deems app
is required to place no fewer than 100 residents
areas thed wmmwdeerdseeermved by criteria established i
pilot program authorizes the VA Secretary to pay
whet her the resident has been as s iegw erde stiod ean cWA f
programs, the VA will pay for the costs associat
faculty salaries, faculty and resident recruit me
accredited, and residepilodupadbgonml wekpeheemini
2024

Health Resources and Services Admini st
The Health Resources and Services Administration
programs’s GBbspdtah GME progr am a ICtHhG MEe)n taenrd G ME t
( THCGME). The CHGME program trains both general
while the THCGMEn tawmtimat ireemti dseentttsi ng.d nin primary
additioonng opirtoggerismemsF,Y2 019 ,i vER A orpercieat i ons to supp
GME relatedUmdegrdame fir$25 mhétlaganty peowided,;
public institut iionn ss toaft ehsi gwhietrh epdruicnhaoriye xcpaarned porro v
supporTh&ME. grants wllsl ofe t'shapsu liecipmwartticeam,s no f un
announcement N%Wn dbeere nt hree Iseeacsoendd pr ogr am, HRSA re
support the Rural Residency DeveWetpaheartte pr ogr a m,
such as rural hospfrtualasl o dH@QHGsgf tax ddceckge bap | ds
FY2018 appropriation hofs S$pRaorgmialnt.t ehntogsuppoks a
programs where 7r1esidentrsaisnpenngt aat paonr tuirobm no fth otshpeii
complete their training in a rural area. Prograr
Medicare GME cap, but GAO noted that entities 1T

93 Office of Academic Affiliationsbriefing to the Commission on Care, October 6, 2015.
9 CRS Report R3587,The Veterans Health Administration and Medical Education: In Brief

9 CRS Report R45390/A Maintaining Internal Systems and Strengthening Intedréetside Networks Act of 2018

(VA MISSION Act; P.L.11582)

9 Federally qualified health centers (FQHCs) are often referred to interchangeably with grantees of the federal health
center program (health centers or community health centers3eTre apatient primary caréocused facilities that

are located in health professional shortage areas. FQHCs may also operate teaching health centers. For more
information on thestacilities, see€CRS Report R4393Federal Health Centers: An Overview

Forprogram details, see discussion of HRSA’PRPL HS5243 th Workfor
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so because Medioaty fwndsable #Thes gesndeptoghba
providep ffumds for entities*®to develop the GME »p

HRSAl swpports residency training through several
explicitly ionn nrge sbiude npceyr ntirta resi dency support as
funB8hrough the A¥2PpAGL7 HRS A s2mpOpPsi mady care

res iMaemlddgr e vent i ve mé%inc ianded irteisoind eenot st.hese progr
resident e mapimdangbesnedomeuoni hgs supported by t
Education Center (AHEC) Program or may Teceive
Geriatric Workforce Enhancement Program. Data o
ttraed through the AHEC and geriatrics program a
all-gpadtuate health profess%onals trained in the

]
S
n
T

Chil Gredos pi t®1l s GME

The Chsi |[Hlaospitals GME (CHGME) paymeptopgr epmremeaist
19%9and most recentl FY20@2Rm.tLh 8 Al ®¥Bbd phognglm recei-
appropr$r2iomi [ PTonpravFde0dPres&rfenancial s
nding dhis%Hdatatdrsain pediatricians and pediatri
ated besabhospechinldre¢eypically received 1ittle,
ause sMMHipayments are masdeMedisceadr eo np aat iheorstp i v
ch is generalbhgygspiotwahsg bhcecddsenMedicare benef
and over, 1ndi virdiutayl sDirseacbeiilviitnyg I$nescuidraabnlcSee cbue n
hs ttmgle renal disease (i.e., permanent kidney

o
Y = e B
-0 o

-

the time the CHGME program was created, advoc
port for GMEosmi tchlid dirmmeded the devel opment
auseschobgreanals, rather than general hospital

e » 2oz oo

o o -
(elise]

98 GAO, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be

Sufficient to Meet Need$7-411, May 25, 2017.

®Formore information, see discussion of HRSPA 1528ur al Health
For the FY2019 Rural Training Track funding announcement,
Programhttps://bhw.hrsa.gofindingopportunitieglefault.aspxi@=bd0f561a78b7%4053a06f 722afal17f31

100 |nformation and data about these programs were obtained from HRSt#ication oEstimates for Apropriations
Committees, FY2019 Rockville, MD.

101 pyblic Health Service Act (PHSA) §74This authority was also used to fund the Primary Care Residency

Expansion (PCRE) in FY2010, which provided support to 504 residents. Funding famoidpiam was available only

in FY2010, and one study found that residency programs that received funds to train additional residents were not able
to keep these positions after the funding period ended. S Me 1 i s s a R o Are imelLiditecGraxte t a1l . ,
Likely to Stimulate Sustained Growth in Primary Care Residency Training? A Study of the Primary Care Residency
Expansion ProgramAcademic Medicinevol. 90, no. 9 (September 2015), pp. 1-2283

102pHSA §768.

103HRSA, Justification of Estimates féyppropriations Committees, FY2019, Rockville, MD.

104 More detailed information about this program, including extensive program data, can be f@R8 Report
R45067Chi | dr ends Hospi t dutaion GHGMEY at e Medi cal E

105 Healthcare Research and Quality Adt1999 P.L. 106129).
8The Chi | dtal GME (€HGME)payment program is authorized in PHRAG (42U.S.C. 256e)
107p |, 115245

8pHSA §340E defines a children hospitals as “a hospital wi
from the Medicare inpatientr@spective payment system pursuant to section 1886(d)(1)(B)(iii) of the Social Security
Act and its accompanying regulations.?”

113
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0
e
t
CHGME program, because nearly
4

of a b ws ¢ t'ss ahbomspfddttihaelhsis.] drgme t hat

—. == O =

general hospitals so they should™®be able t

o B85 OB o <O

fell owst ianl Iterchaitmedsng@gofnel t s appropriation to
indthgrdwot o DMEiI pgymeademilc/ ,y etahseu gpprdodgtr eadm

c = o>
w —o o0 ®w —gao
=N g O\ e
= o o ov " a k-

B LWung B9 A0 T o0 <

€

The
and

1°Sa nw ep ¢ dica tCPhiGMErs epatoigor na,imatl hi es
pediathases amdrpadecdtr whesehs
he 1990s before the program U

I’'sdrheons pitals do mnot need these subsidies beca

CHGMr ogram makes both DGMEsahdspMEapayftment se

F T E2Trheissi diennctlsfiabe 0 1s7u g amretr a l ,ipnecdlivadtirnigc r e s i
ents from combined pediatriclsn pardodgir¢ainosn ,( e . g
am supported traimsimeci2al7tly3 rmpesdiidhamtisc, m&8S c
ecialty residents, and 36s5 fperddsatalisco dsempp o
adult medical amsdchungic¢thbsepecnahipngrenid
endase whlor o isg bh ocshpii ltdarlesn f ¥ pediatrics train:

rogram must mak’s heymehakst olisatdlenfeibniilttdihoenn p r
ave an eligible training psr ohgorsapm.t aTlhse roerf oerle

tari ning programs increases, the program will pro

the amount of funding appropriated to the prograe
not have the authority to usset rtihbiust i porno gorfa np etdoi aat f
trairnees

Unlike CMS programs, HRSA does require CHGME
number of program elements. They are required
detail the support stthheaeyxesedoi prefveam adtuulpd icati or
programs are requiredHGMEtprogdamdian¢tcabaymee
report programmatic data including data on the
train 1iner ainndd iwhiedtuhal s who complete their trai
hos psi tsaelr vi c e™HRBA @aFrsotuses these data to track
progress 1in their careers to examines owhoomes
are covered® by Medicaid.

109The American Academy of Pediatrics, the major professional association for pediatricians, released a 2000 report
detailing shatages in pediatric subspecialties and calling for additional financial support for training and research. See

Al an Gruskin et al ., “Final Report of t hePefliaiPsBollI I Pediatri

106, no. 5 (November 200Qp. 12241244.

W5 ee, for example, the policy positions of the Children’
Medical Educat i o nhttpB:#wwy.chidranskibspitats.-otgseesand’AdvocacyGraduateMedical
EducationlssueBriefs-andReportsChildrensHospitalsGraduateMedicalEducationProgramOverview

111 See discussion iBRS Report R4506GChi | drendés Hospitals Graduate Medical
12HRSA, Justification of Estimates for Appropriations Committees, FY2019, Rockville, MD.

113 |pid.

114 personal communication, Health Resources and Services Administration, Office of Legislation, June 26, 2015.

57 im Kaufman, “Understanding the Costs and Financing of
the Costs and Financing GME, Washington, DC, December 20, 20h&p://iom.nationalacademies.otghedia/
Files/Activity%20FilesWorkforceGMEGowinance2012DEC-19/Kaufman.pdf

116 National Academy of MedicinéSraduate Medical Education Outcomes and Metrics: Proceedings of a Workshop
Washington, DC, March 27, 2018.
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The 2013 program reauthorization also includes

bonus system where aspapprecoaprnigeat odnthse peogr wand
hospitals thatimgetaspetsficdbhegpdamrgamndata in FY
about CHGME resident involvement in hospital qua
and social deter minants oab ahseeallitnhe) .t oT hefesstrea bdl ai tsah v
implementatiton in FY202I1

Teaching Health Center GME

HRSA administers the teaching health center GME
payments to outpatient facilities to support the
residenfacaf¥®Bebesse residency trainbagelias been,
experts have raised concerns that physicians ar
settings, where care PPUndacrtehe i RECGMB ep mgg dah.i
provides DGME and I ME payments to outakatient fa
FQH®¥t o support the costs associated with reside
FY2011, supporting resident Thmhogrhemama s hledan tfrw
by direct appropriations enacwheidc hi np rtohwriedee ds ufcucneds
from FHREZDALS; (2) the Medicare Access and CHIP R
provided funding fR.rL AV2I4i3%) atnlde FR2®a 7t (s an Budg
FY20R.8L 1 23,5 which provi B¥20Ff8an@dthgFMa0d9recent

extension included expanded program funding to t
operating and the number of $Tab3schewssthported

progs afounding and number of residents trained si

Table 3.Teaching Health Center Residents and Program Funding

Number of
Residents Number of
(Full-Time Total Number Residency
Equivalents) of Residents Programs
Academic Year Funded Trained Funded Funding Source
20112012 63 N/A 11 ACA2
20122013 143 158 22 ACA2
20132014 327 361 44 ACA2
20142015 556 600 60 ACAa
20152016 660 758 60 MACRA
20162017 742 771 59 MACRA

ITH R S APRropdsed Standards for the Childreldospitals Graduate MigcalEd uc at i on P ayQualtyt Progr am’
Bonus Systeni,83 Federal Registe979629798, June 26, 2018.

118 The program is authorized in PHSA §8340H (42 U.S.C. 256h).
1192009 MedPAC Repart
120 For information about federal health centers, GBS Report R4393Federal Health Centers: An Overview

121prior to the enactment of the Bipartisan Budget Act of 2018, the Teaching Health Center GME program received
temporary funding extension in the Disaster Tax Relief aingloft and Airway Extension Act of 201P (L. 11563)
andH.R. 1370 Each of these laws provided%million for one quarter of FY2018.

122 CRS Report R4513®ipartisan Budget Act of 2018 (P.L. ¥123): CHIP, Public Health, Home Visiting, and
Medicaid Provisions in Division .E
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20172018 800 N/A 564 BBA2018
Total 2,623f 2,6489 i h

Source: CRS Analysis of various years of Budget Justifications from the Health Resources and Services
Administration (HRSA).

Notes: ACA = The Patient Protection and Affordable Care A&L. 111148 as amended). MACRA
Medicare Access and CHIP Reauthorization Act of 20.5.014-10). BBA 2018= Bipartisan Budget Act of
FY2018P.L. 115123). N/A = not available

a. ACA provided $230 million for FY201EY2015.

b. MACRA provided $60 million foeach of FY201&Y2017. The FY2017 amount was reduced to $55.9
million.

c.  Number included in the HRSA FY2019 Budget Justification. This number was esfimated the BBA

2018 enactmenas such, this estimate does temsibnormttecount for the
increased funding that was included in BBA 2018.
CRS Analysis of HRSA Grants data obtained from http:data.HRSA.gov
BBA 2018 provided $126.5 million for each of FY2018 and FY20109.
f.  Includes thenumber anticipated in 2012018;excluding thee residents, the program has funded 1,823
residents.
g. Total for years where data are available.
h. Given that medical residency training is a multiyear process, the same program participates in the THCGME
program in multiple years. As such, the data in tillele should not be summed to obtain a total number of
programs that have participated in the progrdmaddition, some grantees may operate multiple training
program (e.g., a training program in family medicine and another in psychiatry).
HRSA awarGdME THnds to all facilities eligible fo:
of a teachi®enhetdtht &g ftulned.sp mugrtame used s u
care residents (defined as resideamts pterdaiatirng si,
combined trainingednatmtegsnadbmeedti cioae and gynec
dentistry, pediat t?Pa ogamtmiss twey,e @raigle $il1a5t0r, i00s0) .p ¢
ACA fuaddng§95, 000 perRAETEumds ngThihe dMAELCrease occ
there are now more residents 1in tr’aipeng than wt
resident funding level under BBA 2018 1is mnot yet
programs by HRSAti odi ¢meastind dngtt agdthea ctosaching hea
$157, 602 [{dhi srasmodaeamnt is higher than estimated i
THGME programs are small, which lessens economie
estimatetshifghrert rcawisni ng®Toa datprmieattiacedstiets
THCs, HRSA contracted with George Washington Uni
reporting instrument to better reflect the cost:s
The instrument includes both the costs that THCs

rally supp®rt GME progr ams.

123pHSA §749A defines seaching health center is a community based, ambulatory patient care center that operates a
primary care residency program. The definition explicitly includes federal health centers, community mental health
centers, rural health clinics, facilities operht® the Indian Health Service, and Title X Family Planning clinics.

12442 U.S.C. §293k.

sidents generate. Though some THCs had challert
informat donmepmro viadmpr ehensive awaioluambtlien gf orf mosstt
ede

2HRS A, “Cost Estimates for Tr ai n ihttpg/biwehssa.gbsitesflefaulti n a Teachin

files/bhwigrantsthc-costingfact-sheet.pdf

126 Marsha Regenstein et dlComprehensive Revenue and Expense Data Collection Methodology for Teaching Health
Centers: A Model for Accountable Graduate Medical &dion Financing,Journal of Graduate Medical Educatipn
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The THCGME program is required to collect data c
the BBA 2018 included additional idta trae qcuoilrleedc tHi RoSr
repoft) omhe number of patients treated by THC re
treated by THC residents; and (3) the number of
reporting year, and the numbelr) amd eperdc epmrti angper yo f
practice and (2) entered practice at a health ce
requires the HHS Secretary to submit a report tc
THCs incur whnlte.training reside

The first THCGME ¢ 1 a2 @ Jaé¢so nspulceht, e do uittc otnreasi naisnsgo ciina
program ar HdRPWMe diamianasmg.gest that the program 1is
who enter primary care awdtd hantdnt si gradpritmasr ar
safety met facilities (such as the factlity type
Follupwstudies showed that 69% of all THCGME gr a
primary car% weté¢ing anthedbdbcally under¥¥erved c¢on

Depart ment of Defense (DOD)

The Department of Defense (DOD) trains residents
obligation through a DOD physicUanformedi Sgr pr oeg
University of the Yamtdhteh Hecailetnhc ePsr o(fltSsGHSo)n Sc hol
USUHS students enter active uniformed service as
of an of fli cleeevelt, tshmyd aOr nsar vacecwobhigation upon
the scholarship program, DOD pays tuition and f e
in civilian medical school s. In return, the stuc
duty soerr wviacceh fyear of bewefirtminemamved]iwgathoa.
graduation, most scholarship program participant

duty and begin GME in military hosprtels. Ot her

program participants) are granted deferments whi
In FY2017, DOD administered residency programs
1,455 FTE resident®DOD resirdeddy spreadgthdms esr.e ac
ACGME and managed by each respective military s e
with civilian teaching hospitals, where resident
seen at a ReOsDi heomtpsi tfarlomccl vileanmpgraheo fotate
facilities. DOD exercises control over the type
train. Specifically, each of the military servic
coordinatesCovmpgthr dlhlee DOtDho ensure adequate fundin

vol. 10, no. 4 (April 2018), ppl571 6 4 a n d B a r blathealeathing H¥3lth Genter Graduate Medical
EducatiorP r o gr am a Mo d e | Jdumal of GrsdiiateRMedical Eduweatiowol. 10, no. 2 (April 2018),
pp. 165167.

127 Asndrew Bazemore et alGraduates of Teaching Health Centers are More Likely to Enter Practice in the Primary

Care Safety NeRobert Graham Center, One Pagers, Washington, DC, November 15h@2025yww.graham
center.orgigcipublicationsreportspublicationsdnepagersghc-graduatesafetynet2015.html

128HRSA, Justification of Estates for Appropriations Committees, FY2019, Rockville, MD and HRSA, Health

Wor kforce, “Teaching Health Centers Grad281€&, Medical Educa
https://bhw.hrsa.gositesflefaultfiles/bhwhealthworkforce analysisprogramhighlightsTHCGME-program

2017.pdf

129The Uniformed Services University of Health Sciences (USUHS) is a federal hesithgions academy

administered by the DOD. The statutory authority for USUHS is found in chapter 104 of titlaifed] States Code.

130 Confidential communication from DOD officials, 2018.
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administered™GME progr ams.

he Army, the GME Program Office in the M
eon General dewetwvpsepMtdcryal mODonegpatihboe
baseAr my rpvreismaarsy tphoei n't of contact for GNV
bilities for an annual election board.
program sl ots are spe01fled in an annaua
of the Army that serves as a blueprint for
This board convenes annually to selec
the Air Force, the number and ¢thecialty t
rce Health Professions Education Requireme
expected attrition, identifies health <car
eds. The HPERB receives GMHK st reaaicnhi nMpa rrcehq u e
Air Force medical Dbillets are frequently i
ds collaborate with the other services 1n
the Navy, the ChiefewonfthitcdenNmbegr Mend cage
ng lots during an annual training plan me
rs, clinical specialty leaders, and the Of
n devel opingnt.heSiam nwarl tTor atihnei noggt hPer s er vi
ections made at the annual JSGMESB.
e many DOD training programs are either 1ir
orate throughout fheeweygr a&opdegualtetyhefirt
ocess. This involves aligning training sloc
verse patient populations to sustain the t
funded through thhecadrdahsPODlecappitho Pmriogti
t under Operations & Maintenance®™in the Ec
18, Congress appropriated $692.6 millior
the GAO esaimbDOPds panF Y302 hemimi lidmron G
nts report that attempts to detfermine 1t
ary depart men ttso adgor eae vtahlaitd tchael cdualtaat inoenc
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al government funds a number of prograr
grams are o pnetrsa taecdr obsys dtihfef efreednetr adle pgaorvter
wn stated program goals. The rules gove
ary. These programs have generally not

haveageatenthary, duplicative, or ot her w

(o}
a

rt, GAO spesciGMEcptbgramsed@ithat O®MBiIcar
rget areas that HHS has idenéondeed as v

131See PDF pages 1280 athttp://comptroller.defense.gd®rtalsd5/Documentsdefoudgetly2016/
budget_justificatiorgdfs09_Defense_Health_ProgrebtP_PBB5_Vol_I-Il.pdf.

132 GAO Health Care Workforce Report.
133 Confidential communication from DOD officials, 2018.

134 bid.

135 GAO Health Workforce Planning Repart

Congressional Research Service R44376 - VERSION 9 - UPDATED 23



Federal Support for Graduate Medical Education: An Overview

goals inclsudetd ait'iRAGHXB1I®l areport GAO issted reconf
The Council on Graduate Medical Education ( COGME
examining GME policy, also notedi 291 2ckepdrtli gn
cal 1l &d nfaotri onal strategic plPtaoe Bcare agreadd vbayt ea meodni
partisan strateg®c¢c planning committee.

One of the major challenges for GME policymakers
This lack of program transparency has been a cor
evalud®Tnonke 2018 GAO report noted above, GAO fc
programs did not collect sufficient @MEa to prorg
investments. This report did not evaluwuate DOD G
i dennfiofrymaiti on needed to evalwuwuate their GME i1inve
consistency ¥Thdatastodyefoedd among HHS and VA
data collection was generally done Abtetheditndivi
determine hospital compliance with program stat?u
costs. In addition, because the data collected v
program stthaetsuet edata wer © gmnaatmGAOndil dt sttatecthas @
GME data may be difficult because some aspects
quantify (e.g., faculty teaching salaries) and t
bet ween a bhoéspitalWwhand aesidents rotate for trai
GAO has consistently recommended*Dbhet tRRSAlata col
THCGME supported the development of a data coll e
costseuwadue generated by r gtshiedye nstusr.v eAyse dp aTrHHC opfr ot
to attempt to identify these data elements (incl
progrQvms,jaldy found that most prexpeamsse sweases achil aet
with training, but that examiniDgsphe¢er ¢hensee ge
challenges, the data collection instrument becaru
the costs of residdmwcy ytpreasi mintl’g bayt odthleear plageirls .
Al t hough efforts are undtehrewya ya rteo liampgreolvye adta tbae gcic
and are mnot coordinated across programs. As ment
baseline data to fleveloop pPpumuagidm. maasmarts of t he
standHRSAs sought public comments. In general, th:
generally accepted standards for measuring 7r1esic
accepted medsfifesuimbadeoijfudge relative Yrogram p

136 GAO Health Workforce Planning Repot.AO’ s c¢ritiques also included nonphysici

and Medicaid GME payment programs.
137 GAO 2018 GME Information.

138 COGME, Towards the Development of a National Stratétjan for Graduate Medical Educatip@3? Report,
Rockville, MD, April 2017.

139 For example, the need for more data was among the recommendations in the 2014 IOM GME Report.
140GAO 2018 GME Information.
141 |pid.

“2Mar s ha Re ge @unprehéensivRevenue and Expeftse Data Collection Methodology for Teaching Health
Centers: A Model for Accountable Graduate Medical Education Finaficlogrnal of Graduate Medical Educatipn
vol. 10, no. 4 (April 2018), pp. 15764

43lbid. , and Ba r blatedeaching H¥alth Genter Graduate Medical Education Program a Model for
GME Reform? Journal of Graduate Medical Educatipwol. 10, no. 2 (April 2018), pp. 16567.

M4H R S AProposed Standards for the Childresiospitals Graduate Mical Education Paymet P r £ Quality m”’
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As such, the agency is collecting baseline data,
and is focusing on hospital qualltytihnlrt'efifbves
in its early stages 1s being undertake by the 1
input about how to develop metrics to evaluate i
meeting held in 2017. Aldhbughr vod kshaotp GMEtquwal
are needed, most mnoted that developing and coll e
example, if one of the outcomesasianf ngntpeogsytami s t
graduates pruolvti dteo, aittt riisb udtief fvshceatbhielri tay ptroo gprraonv igc
quality care 1is ddaermeag¢gthal]l tyahmmwhfgr am cpeademsdywhi
in pr®<ome eacademic research has been undertaken
residencyaf ftehtceh iqnuga lciatny of care its ré®idents de
Despite progress 1in this area, efforts are gener
The currentovar&l bfodafimrmabhesificdpfbegecuamms for
seeking to amebdca@MEepdgmaeantse not available to
or weakness of the current payment systems. This
wish to expaanadspayment s mibed data t-hiant do ex1i st
particul ar ,I MEe dpiagyaneeenhtisg her t han ¢ aAsb es uecnhp,i r i

cal
some argue that Medicare payments should be redu
Commi s sFiosnc aoln Respons¥hby 1CB® iamdt Ref or@ptions fo
De f 1*aintd, in various ’'ybadgisntolfudiheg Paxr epriadpmastal in t
PressdBond@ehers argue that payments should be e x
physiciafmtshibaurgtha geasc,h shortages ®hemsel ves have

Congress may consider using federal GME support
and may cgnsbpdby dmending how payments are all oc
progmaasms ome of these programs (e.g., Medicare a

the spehkeplsuRpwearchers have found that when ho
tari i hgy tend to do so in specialtlieaBowhexeed¢ de

Bonus Systeni,83 Federal Registe979629798, June 26, 2018.

145 National Academy of Medicin&raduate Medical Education Outcomes and Metrics: Proceedings of a Workshop
Washington, DC, March 27, 2018.

146 David A. Asch et al.sEvaluaing Obstetrical ResidencytPo g r a ms Us i n g BAMAIva.802,n@Qut c o mes , ”
12 (September 23, 2009), pp. 12FZ83an d Ca n d i ¢ e SpemdingiPattetns imRegian of Residency Training

and Subsequent Expenditures for Care Provided by PracBbiygich ns for Me di ¢ JdJAMAVB.81Re fi ciaries
no. 22 (December 10, 2014), pp. 23833.

147MedPAC conducted these analysghich have since been used to recommend that IME payments be reduced with
savings used for other needs either within GMEoo overall deficit reduction.

“8See National Commission on Fiscal Responsibility and Refo
https://www.fiscalcommission.gavéws/ see recommendation 3.35.

“WFor example, CBO included this propad9a2B,n its “Options f
https://ffiles.constantcontacem/a3c45ch9201890eaféb16d4813ace475b2e3c80b16.pdpp. 8688.

The President’s budget for FY2019 proposes to consolidate
time. Specifically, the proposal would combine Medicare, Medicaid, &@ME GME spending in 2019 and
redistribute these funds to hospitals based on the n
existing Medicare or CHGME cap) and the proportion o
beneficiaries. This amount would increase for inflation over time, less than 1% annually. See HRSA, Justification of
Estimates for Appropriations Committees, FY2019, Rockville, MD, p. 149.

151 For example, in the 1¥5Congress, legislation has been introduited would expand GME suppdg.g.,H.R.
1667 H.R. 2267 S. 130).

125 e e di s cGMVEPdlieyand Health“Workforce Ddta s e ct i on .

umber
f the
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the cost of their training (i.e., itPis profitat
Current data collected wint fteadedeatle rpmiorger awnls e maa eh
an incentive (e.g., a payment from a federal prc
profitable for a hospital®™Recetmaimesearddnttouwidt
may be chearpherspfidc al to use resident services th
replace resident labor and that the™ utcomes prc
Congress could pursue policy optionasl ttioetse,n caosur a g
h aisn t h°%T hpeasset .opt i ons have not always been succe:s
given to the hospital and often measure the spec
may miss rtesidents wWHDe scdhgmasneg tpoo Isiwhsepe ctioa laifAee.c
composition of the future workforce may be also
di fferent hospital to pur stuievefsurarhee rgitbremti ntion gt, h et
not to arnddeicheaimmtes current specialty mneeds, shorta
A related challenge is that currentlysmost feder
across specialties and by year of trwliatiemdg (wit'l
that ashoepitaf training a resident may differ b
is in training. The relative cost toaayhdbgpit al

number of factors,s isdecenh ya sp rtohger asmi, z & hef stpheec irael t y
total number of residency programs that the hosrt
alternative providers who Wsoulladb obre. nReeesdiedde nttos rnear
gener atee froeveantvhospital directly (e.g., Dbecause

indirectly (e.g., because the prestige of a teac
patients) . Deodgsmouni dgt hdgsexins ts,o mes calalsl, e ffgidmreg
GME progreammspamamy undercompensate a hospital whi
may exceedstb®®GhAOspitempted to examine the cost

153 Edward Salsberg et afil).S. Residency Tiaing Before and After the 1997 Balanced Budget’Adburnal of the

American Medical Associatiprol. 300, no. 10 (Sépmber 10, 2008), pp. 117141 8 0 and Bar lsthe a O. Wynn,
Teaching Health Center Graduate Medical Education Program a Model foRelEN? Journal of Graduate

Medical Educationvol. 10, no. 2 (April 2018), pp. 16557.

4A 2013 report by MedPAC examined this issue; see MedPAC,
The m?” Se p twawmmedpac.@odocuingntsiontractofreportséeptl3_residents_gme_contractor.pdf?
sfvrsn=9.

57 0s e A. PGomparsonoftDirectlPatient Care Costs and Quality Outcomes of the Teaching and Non
Teaching Hospitalist Service at a Large Academic Medical C&mteademic Medicine, vol. 93, no. 3 (February

2018), pp. 49497 aad Michael C T a n n u £amparirgtHospithlisResident to Hospitalidlidlevel

Practitioner Team Performance on Length of Stay and Direct Patient CaréJoashal of Graduate Medical

Education vol. 7, no. 1 (March 2015), pp. 9.1 n a ddi t i o n $June2009 Rdcdne JuGe’2010 Report

to Congress, an2014 IOM GME ReportAll of these reports note the possibility that, in some cases, residents
(particularly those in later years of training) may generate revenue for the hospital where theyiageGthier

research has also found that hospitals using residents may have lower costs per case with similar outcomes when
compared to similar cases that did not have resdmarticipating in their care.

156 For example, the ACA redistributed Medicdomded residency slots and required hospitals to use some of these
slots to training primary care physicians. 8RS Report R4127&ublic Health, Workforce, Quality, and Related
Provisions in ACA: Summary diTimeline

St ephen Petterson, Matthew Burke, Robert Phillips, et al.
of Primary Care Physicians and Ge necAcadémicMedicingwoh 86sno. Ti mi ng o f
5 (May 2011).

BFor example, one study found ¢t ha t“760keoflacteahfiscal year 20LGME per r es
perr e si dent costs,” see MedPAC, “Does It Cost More to Train
www.medpac.godocumentsiontractofreportsseptl3_residea_gme_contractor.pds®rrsn=0.
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report and found t haltiifolelhts uand gt i hte seom®dsd¢cas tws W
identify. They also noted that the current data
or to compare t he drlanc rgoesnse rGME ptrhoeg rdaanisa. col l ect e
deter mwhe ni f hese scenarios occur nor are data a-
may affect hospital tr%4%ioihssy bestusefBeétterbdater
federal GME support

Congress may also considarnpel itdye grtoigamsp hti lcatl s
residents. Such strategies have 'dberadiputrsiukut ii mn
Medif{ameded residency slots gave preference to hc«
shortage w rrecassipdeepndt] 4 0 1*Cm crcaetsisdul |y i mplementing
to achieve geographic distribution goals have a
that seek to target the specialt yxacnopnipeo,si ti on o f
proposed policy changes generally target hospit a
be not be e fdfeescitmd¢vdeo mvehse nartechedet er mined by where
choose to practice. I n oaldidciiteiso nma yg efoagcrea pchhi acl ldeinsgt
some areas that have traditionally trained resic
example, prior c¢critiques have raised concerns tl
reflective roefn twhpeorpeu Itahtei ocmmri s |l oca‘Medi cBoe e xamp
GME funding is disbursed based osulppotrderidcal pat
residency slots, supported by this Medicare GME
northed @#%«&®M0O confirmed this finding in a 2017 r
training from 2005 through 2015 and found that t
uneven population growth act3Gosvse nrad hiacnrgs sdureisn g at
been largely static, successful policy options v
overall support) or would need to 1implement a dr
and may also be a 1 ernegstihdye mptrso cacrses cbuwercracumstel ys osmep p
programs that last a number of years.

Al though prior critiqueGMbhasvepforctustktac aoams eMeidti cias
of GME pppgram challenges are not I|limited to Me
GME support have limited data available and s ome
payment s™Ag et hssmad . mddgmseae ek tamaltata itni mehayg itchieain s

same physicians, policymakers may be interested
minimize duplication and maximize program alignr

159 GAO 2018 GME Information.
160 CRS Report R4127®ublic Health, Workforce, Quality, and Related Provisions in ACA: Summary and Timeline
161 GAO Health Workforce Planningeport pp. 20.

162GAQ, Locations and Types of Graduate Training Were Largely Unchanged, and Federal Efforts May Not Be
Sufficient to Meet Need$7-411, May 25, 2017.

163 For example, the 2014 IOM GME Report.

1641n its 2018 report, GAO specifically notelaat because Medicaid is administered by states CMS has little program
information GAO 2018 GME Information.
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Appendix A.Addi tional Resources

Below are resources for readers snsaggeseddi hosr
reform Graduate Medical Education (GME). Resour c
that has i1issued the report.

Council on Graduate Medical Education

Federal executive branch adsseesmeaouwndi pbhtyhatipg
workforce trenkdoer aaldhtt @p o weawd. vhiessoar. ygcoovmimi t t e e s /
b hpr a dcvoigshoardye/x . ht ml

Relevant Reports

Cancil on Gr adua tTeo wder disc at lh eE dDwecvaetl iopprme nt of a Na
for Graduate Medweat yEdbhcatdi Baport, Rockville, )\
https:// wwiwtdldafhdaohgdtdryicommi gt @ dmeld iecdauld por t s /
April2017.pdf

Council on GraduaTfhe Mdlie adf E@ruacduatoen,Medi c al Ed
Heal rke €@aradwgmty Second Report, Rockville, MD,
http: / / wwawl.vhirssoar. ygdodvipm iatd¢ve gsBoérpyoZr2tesp/or t . pd f

CouncGrladmate Medlmpito¥dngaValome in Graduate Med
Tweaftiyr st Reporhtt pAugl weawdvlidsSogr. ygdodvigmiatdtve e so/r
c oghep2r2tesp/ort . pdf

Council on Graduate Medical Education, Enhancing
2 0 1h0t,t p: / / wvawd. vhirssoar. ygdodvigmiatdé¢ve gsRoérpyot rwtesn/t i et . hreport .

Council on Gradwmalrnehavediing | FIEadxuickitl i ty in Gradua
Nineteenth Repolhttp:ISkhwvwewbhrssodr.Oygdyipmiatdtve esso/r y /
coghepbmtisnfet eent hrpt . pdf

Council on GraduaRienavMediing | GrEadduwcaatte oMe di c al Educ
Heal th Care HEnJvitrecehmmehp tR/e/pvovawd. yhirssoar.ygcoovidimi t t e e s /

b hpr a dcvoi gsRoerpyofritfst/e ent.hreport . pdf

Government Accountability Office ( GAO)

Federal legislative branch agency that evaluates
health ¢ arteh ea npdh yssuipcpioarnt wo r kwWwwwrgaogov For all repor

Rel evant Reports

U.S. Gover nment APhcyosuinctiaabni 1Wotryk f ®dfrfciece HHS Needs
Comprehensively Eval uat EuGd b dGghdt 40 ,Me2d( Ic8a,l Educat
https:/ / wawsws.7edtés6/0 § 8.4 f

U.S. Government ARhcyosuinctiaabni 1Wotr yk f ®dfr fciec@& ,Ex pansi on
Hospitals GraduaPayMedi ¢ & GahBd@BRnat2 ®oin7 ,
https: / / wawsws.ccts8/8 8 §.4 f
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U. S. Government Accountability Office, Physi
Training Were Largely Unchanged, and&decEdde¢ral
GAO A1 May 289 lh7t,t ps: / / wawsws.ccHtds8/4 8 9.6 f

U.S. Government Atecaolutnht alairlei tWo r ff foirccee,; Compr ehe|
HHS Needed to MeeGA@dti dDrale mMeeddsd:;, / 29Wwd., gao. gov
as s6edds7/41p.df

c1 an
Eff

U. S. Government Accountability Office, Health Ca
Programs in FiskHFDI9RearAuZzZahbt dE&AO/2 Bavsss.teghtdsd/. g o v/
656960. pdf

U.S. Government Accountability OfficandGraduate
St udebG®&A®D N 38R, Manhtd,p:200Whw.wgddd 2 gnd. 8p/d f

Medicare Payment Advisory Commission (

Federal legislative branch advisory commission t
includingf  Meadnciamng of Pdry sadl keamewvowa tinke,idipga.c . go v.

Relevant Reports

Me dPAIges It Cost More to Tr a”’iSe pResmbeant2d 138r, t o
www. medpac. gov/ doerceupnoernttss//sceopnttlir3a crteosri dent s gme ¢ o

Medicare Payment AdvisoMedCemmhi £Fdiuem,t i Gma u @ a nc i
Educational Priorities, Report to the Congress:
June 2010, hChppt lwtwtdp ma/d ww wd me d praeept ogrotvs//
Juln Chdpdf ¥09pamc.dgocvu/mleutn) EAt ireReport. pdf.

Medicare Payment Advusmer 00dmReporeoento Congress:
ithet Medicare Pr ohgtrtapm,/ /Cvhvawpdtoeerd plagopt egtotvs//
J W Chlpdf¥0sn-=

National Academy of Medicine (Previou:

The iNmtal Academies of Sciences, Engineering, an
institutions that aim to provide expert advice ¢
Work c¢can be funded-gbyegowmemnnmd nt msgsnedei een For all
http:// www.nationalacademies.or g/

Relevant Reports

Board on Health Care Services, Health and Medici
Sciences, Engi n eGaraidruga,t ea nMe dMecdil ¢ iEmeu,c at i on Out co
Proceedi ngs Poafy aal Waarrktsihno,p ,Mari ana Zindel, and Sh
(Washington, DC: National Academies Press, 2018)

Committee on the Governance and Financing of a
Care Services,; GnaduaneeMedi Maldi Edme&ti on That |
Heal t heNeeldsl 1 Eden, Donald Ber wickNadgnadnadil i
Academies Press, 2014) .
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Committee on Implementing a National Graduate Me
Health Care ServicOn ,| mplsememttieng fa Mdaticomal Gr a
Educati on.(™Wau hti nlgdmodn,al DA:c aNatmi.es Press, 1997)
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AppendixBGME Progr am

Table B-1. GME Program Information

Information

Program
Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
Medicare GME Medicare payments to teaching Mandatory. The number of Estimates range Resident salary, Estimates range Estimates of
Payments SSA hospitals and certain other training Medicare from $10.3 to supervisory from 85,712 to  the average
8§1886h [42 U.S.C. sites to cover the direct teaching supported $12.5 billionin physician 87,980 FTE Medicare
§81395ww(d(5)(B) costs (such as resident salary and residents and  FY201% salaies, and slots (DGME)  payment per
1395ww(h), (K)] fringe benefits, supervisory per-resident space, along and 85,578 FTE range from
(HHS/CMS) physician salaries, and space) anc payment with indirect 88,416 FTE $112,000 to
the indirect teaching costs (such a amountis teaching costs  slots (IME) in 129,000 in
the cogs of additional services tha capped for each (such as the FY2015. FY201%
residents may order, and other hospitalbut costs of
expenses). hospitals additional
determine services that
staffing needs residents may
and types of order and
residents with other
the exception expenses).
of certain
primary care
residents.
Medicaid GME MedicaidGMEpayments may also Mandatory. Sttes are N/A. States are N/A. The N/A. The
Payment be included as part of capitation permitted to permitted to Medicaid Medicaid
(HHS/CMS) rates under managed care. The make these determine a program does  program does
availability of these payments vari payments to pr ovi de notrequire not require
by state. providersusing appropriate states to report  states to report
their own uses of these data. these data.
criteria. Medicaid GME
funding.
Veterans Affairs  Training of medical residents at Discretionary. VA facilities $1.78 billion in  Resident salary, 11,000 FTE $137,792 per
GME Payments facilities operated by the VA. determine their AY20162017. supervisory slots and more resident
staffing needs physician than 43,565

CRS-31



Program

Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
[38 U.S.C. §7302]. and the number salaries, and residents spent (estimated in
(VHAIVA) and type of space. part of their AY2015)
residents training at a VA
supported. facility in
AY20162017.
ChildrentPayments to fr e Discretionary. Grantfunding $325millionin  Funds to 58 hospitals N/A
Hospital GME hospitals that sponsor medical awarded to FY2019 hospitals to received
Payment residency training programs in applicant support trainee  payments to
Program pediatrics and pediatric medical childr el stipends, faculty support 7,164
PHSA 8§340H12 and surgical subspecialties in orde hospitals that salaries, and FTE slots in
U.S.C. §256¢€] to increase the number of meet the program AY20162017.
(HHS/HRSA) physicians practicing in those progr ami administrative
specialties. eligibility expenses. IME
requirements. costs
associated with
operating a
program
(expenditures
associated with
reduced
hospital
efficiency).
Teaching Health  Payments to qualified teaching Mandatory Funding to $126.5 milion  Funds to 742 FTE slots  N/A
Centers GME health centers (i.e., community (funding applicant in FY2018. support trainee and 771 total
Payment based facilities that sponsor authorized teaching health stipends, faculty residents
Program PHSA  medical residency programs in through centers that salaries, and trained in
8§340H[42 U.S.C.  primary care or psychiatry or FY2019). meet the program AY2016
§256¢€] primary care dental residency progr ami administrative ~ AY2017.
(HHS/HRSA) programs) to support residency eligibility expenses. IME

CRS-32
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requirements.
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operating a
program
(expendiures
associated with



Program

Controls
Funding Over Total Uses of Number of Cost Per
Program Name Program Description Type Trainees Funding Funding Trainees Trainee
reduced health
center
efficiency).
Department of Training of medical residents at Discretionary. Divisions of the $16.5 million in Resident salary, 3,983 FTE N/A
Defense GME facilities operated by the DOD. armed forces FY2012. supervisory residents in
Payments [10 determine their physician FY2017.
U.S.C. § 8§ 2001 et staffing needs salaries, and
seq.] and the number space.
and type of
residents
supported.

Sources: CRS analysis of agerdata, including review of various agency budget justificatioiiThe Robert Graham Center program daaurced from CMS Medicare
hospital cost report dataand GAO report,Physician Workforce: HHS Needs Better Information teh@osipely Evaluate Graduate Medical Education(Géw@!hg-

240, 2018)AY = Academic year; Academic year 262617 began on July 1, 2QBhd concluded on June 30, 2017; CMGSenters for Medicare & Medicaid Services;
DGME-= direct graduate medic&ducation; DOD= Department of Defense; FTEfull time equivalent; F¥ fiscal year; HHS Department of Health and Human
Services; HRSA Health Resources and Services AdministratiME= Indirect Medical EducatiolN/A = not availablePHSA= Public Health Service Act; U.S.€.U.S.
Code; VA= Department of Veterans Affairs; VHA Veterans Health Administration.

a. This range is based on three estimates of FY2015id4eel GME payments. One estimate is calculated and published by GAO-{BAR@0, 2018,
https://www.gao.goekssets700690581.pdf A second estimate is based alCRS calculationsingGME payment data published by the Robert Graham Center, a
policy research center that providemalysis for physicians and the American Academy of Family Physicians. A third estimate is calculated by CRS using CMS
published hospital cost report data.

b. Trainee numbers are not unduplicated (i.e., DGME and IME payments support the same residentsal Therber of FTEs supported differs because DGME and
IME count residents differently. For example, DGME payments, but not IME payments, take into account whether or not aisésidarinitial residency program
or a fellowship program when countingsidents.

c. Data provided by Department of Veterans Affairs, Veterans Health Administration, Office of Academic Affiliations, personahmation with CRS on August 4,
2018.
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